Tuberculous Maxillary Sinusitis and Laryngitis.--W. A. MILL. The patient, a man aged 23, first attended hospital in March 1933 complaining of hoarseness of six weeks' duration. The laryngeal appearance, with redness and infiltration of both cords but especially the left, suggested tuberculosis, but all efforts to find the bacilli in the sputum, or evidence of chest disease failed. There was a mild infection of both antra which were washed out several times. As the mild nasal discharge persisted the antra were drained intranasally.
The voice and laryngeal condition improved until January 1934 when the patient reappeared with marked swelling in the arytenoid regions. As there was still some nasal discharge the antra were drained by a double Caldwell-Luc operation. The mucosa on both sides was polypoid, but one piece was noticed to contain a number of minute grey points. These on section proved to be tubercles. Further investigation failed to show any disease in the chest.
The patient was transferred to the Brompton Hospital where a piece of tissue taken from the larynx was proved to be tuberculous. [June 15, 1935] Chairman-W. M. MOLLISON, M.Ch. (President of the Section of Laryngology)
The Sinuses in Relation to Eye Disease By E. R. CHAMBERS IF tuberculosis, syphilis and trauma are excluded, a great majority of all ocular infections are due to some endogenous focus, and for many years it has been our practice to subject patients with these conditions to a thorough investigation, in the hope of finding such a focus. There is no doubt that the nasal sinuses can be held responsible in a large number of cases, and we have been struck by the fact that these cases need not show any obvious nasal trouble, and that X-ray findings, if negative, cannot be relied upon.
It must be remembered in dealing with these ocular infections, particularly those involving the cornea, that no time must be lost if serious impairment of sight, or perhaps blindness, is to be prevented. I can recall many instances in which, had the sinuses been investigated earlier, there is no doubt that serious impairment of vision might have been prevented.
To demonstrate the association between nasal and ocular infection, it is only necessary to enumerate a few ocular conditions which have not responded to local treatment to the eye, but have cleared up entirely when the nasal infection has been treated.
Conjunctiva.-There is a mild but chronic type of conjunctivitis affecting chiefly the lower lid; there is very little discharge, but the patient suffers from itching and burning, which is aggravated by bright light, dust and wind.
It is characteristic of this infection that it will clear up almost completely with simple ocular antiseptic treatment, but recurs directly the treatment is stopped-Many of these cases go on to a thickened, velvety condition of the conjunctiva of the lower lid, partly as a result of the recurrent attacks but largely owing to overtreatment.
This type of conjunctivitis is in many instances due to nasal infection which is often overlooked, and I have known many cases of complete recovery in which, the nose having been dealt with, no further ocular treatment has been necessary.
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Sclera.-Episcleritis is an infection of the superficial layers of the sclera and is characterized by chronicity and recurrences. For many years this condition has been ascribed to rheumatism, because it is usually associated with joint pains or neuritis. Whether it is a coincidence or not we have found that many of these cases harbour an infected antrum, and that the elimination of this focus has resulted in a complete cure.
Cornea.-Any type of keratitis can apparently be caused by endogenous sepsis, but there is one type that seems to be caused by sinus infection more than others. It is not unlike the interstitial keratitis of syphilis, but the opacity in the cornea is more patchy and it occurs in adults.
First one eye is attacked and it remains localized in this eye often until the cornea contains very little transparent tissue; then the other eye is involved.
In such cases the sinuses should be carefully investigated. In a case seen recently the sinuses were undoubtedly the cause, but had not been investigated, with the result that when we saw the patient the sight in one eye was lost and the condition was beginning in the other. Treatment of the sinus infection stopped further progress.
Iridocyclitis.-This is an involvement of the iris, ciliary body-and, often, choroidby an infection from a focus outside the eye. Looking back over the years since we have carried out general investigation in these cases, I have no hesitation in saying that nasal sinus infection has played a large part in this condition, and it is here particularly that these sinuses should be investigated early. Reliance should not be placed solely on local ocular treatment.
Choroid and reti'na.-We see such conditions as choroiditis, retinal hemorrhages and exudates, some of which *are undoubtedly toxic, so that full investigation should be made in order to discover a possible cause, but these conditions tend to clear up so often when nothing is done that it is difficult to say that a focus of infection here or there was the actual cause.
There is, however, one condition in which I think sinus infection may play an important part. I refer to those cases of sudden loss of central vision in young and apparently quite healthy subjects. The ophthalmoscope shows a small hmemorrhage in the retina at the centre of vision. Such cases are not uncommon, and I regard them as due to an endogenous infection, the toxins from which have caused damage to the capillary wall, with a resulting hemorrhage, the source of the infection being often found in the nasal sinuses or teeth.
The optic nerve.-Retrobulbar neuritis does not come within the scope of this discussion, as the affection of the nerve is behind the eyeball but there is a condition which affects the nerve-head and presents a definite ophthalmoscopic appearance. This is a papillcedema of the optic nerve where the swelling may reach 4-6 diopters.
It usually occurs in subjects between the ages of 20 and 40 and is more common in females than in males. The swelling of the optic discs is often so great that suspicion arises of some intracranial condition which has caused a rise of the intracranial pressure; but the fact that it is unilateral and neurological findings negative exclude this.
Owing to the cedema that may exist in the optic nerve-head, permanent damage may be done and the patient left with a contraction of the visual field. I have advised that the sphenoidal sinus should be investigated in these cases, that it should be done early and even when examination gives negative results the sinus should be washed out.
It is true that the swelling of the optic disc tends to subside without treatment, but this takes many weeks, during which there is permanent damage to the optic nerve as is shown by the contracted visual fields. Early attention to the sphenoidal sinus may materially shorten the disease and so reduce the chance of permanent damage.
